mental health problems remains unacceptably high, 1 this series provides new and important insights into approaches to preventing 2 of the most serious and common psychiatric conditions in childhood: depression 2 and disruptive behaviour disorders (DBD). 3 This information is of major relevance to people working not only in the field of children's mental health but also in the field of adult health; both conditions can lead to long-term impairment extending into adulthood. Further, many adults with psychiatric disorders are parents whose conditions may place their children at risk for either depression or DBD. Knowledge about preventing childhood disorders is important for all mental health professionals.
Both In Review articles consider the evidence for prevention using the Institute of Medicine framework 4 that classifies interventions based on the intended population:
1. universal-all residents in a geographic area as large as a country or as small as a school, regardless of risk;
2. selective-members of a subgroup considered at high risk for a specific outcome(s); and
3. indicated-people with subclinical symptoms or signs of a disorder.
As the authors of both reviews highlight, it is not simply a case of what prevention approach works, but what works for whom and under what conditions?
In their In Review article, Dr Tracy RG Gladstone and Dr William R Beardslee 2 conclude that there is reason to be hopeful about our ability to prevent depression in children and youth. However, they emphasize that while some interventions based on cognitive-behavioural and interpersonal models have been shown effective in reducing depressive symptoms, far fewer have demonstrated positive effects in preventing depressive disorders. Even in the trial of the Coping with Stress course, 5 where there was a statistically significant reduction in diagnoses of depression among the intervention group, compared with control subjects, the size of the effect diminished over time. Of particular note for policy makers hoping to intervene at the population level, selective and indicated approaches appear to be more effective than universal programs. It is essential when disseminating a program that the actual sample for whom the intervention was intended is the group who receives it; too often there is the misguided expectation that if a program is beneficial for some, it should be good for all.
Gladstone and Beardslee 2 suggest that future studies should consider moderators of program effects, such as risk status, sex, and stressors. They also recommend further consideration of interventions that improve the family environment, on the basis that adverse family circumstances are among the most consistent correlates for depression in youth. Clearly future trials assessing programs to prevent depressive disorders need to be sufficiently powered to address this outcome.
In their In Review article on DBD prevention, Dr Amélie Petitclerc and Dr Richard E Tremblay 3 also found that few studies focused on prevention of actual disorders. Most efforts to prevent DBD have focused on parenting, or to a lesser extent, behavioural symptoms. Some interventions such as the Incredible Years BASIC Parent Training Program, 6 which included parenting and DBD symptoms as outcomes, showed improvement in parenting behaviour, but no reduction in children's DBD symptoms. Among those few programs, such as the Nurse Family Partnership, that have targeted specific DBD problems, there were positive effects for prevention of risk factors and some associated outcomes, but not for reduction of actual DBD. As with depression programs, those interventions showing positive effects in preventing DBD symptoms were indicated or selected; the DBD review did not identify any universal programs effective in reducing DBD symptoms.
To move the field forward, Petitclerc and Tremblay 3 emphasize the need to consider causal risk factors for DBD that can be identified during the perinatal and early infancy periods.
They call for studies that examine the interactions between genes and environment to understand how interventions can prevent DBD. A key question in the search for strategies to prevent DBD is whether such variables as maternal postpartum depression or family dysfunction are causal risk factors or only indicators of DBD. 3 How should these reviews influence children's mental health policy in Canada? A recent review by Waddell and colleagues 1 in The Canadian Journal of Psychiatry recommended investment in programs that prevent common psychiatric disorders in children, but noted that Canada has not made such funding a priority at either provincial or federal levels. Further, those interventions that do exist, such as home visiting programs, have undergone limited, if any, evaluation. Ideally, reviews such as these should determine future directions for prevention programs in Canada, recognizing that the evidence may indicate the need to wait for further study before it is clear if a program is effective. When a program is shown effective in preventing specific outcomes, such as depression or DBD, in a study conducted outside of Canada, there should be a careful plan for further evaluation in Canada before determining if dissemination is warranted. Very few of the programs considered in these 2 reviews were developed or evaluated in Canada. A recent review of randomized trials aimed at prevention of conduct disorder, anxiety, and depression also found few Canadian studies. 7 The Society for Prevention Research 8 advocates that evidence of effectiveness for a program needs to be replicated before it can form the basis for policy and practice. 9 Decisions about what evidence is sufficient to warrant replication of a program in Canada, or widespread implementation, can be challenging. At one time, Canada was a leader in the field of prevention with the establishment in 1976 of the Canadian Task Force on the Periodic Health Examination (more recently known as the Canadian Task Force on Preventive Health Care [CTFPHC]). 10 The CTFPHC assisted policy makers by developing prevention guidelines, including several that focused on child health. Owing to funding constraints, the CTFPHC members resigned in 2005; however, in January 2009, the Public Health Agency of Canada announced efforts to establish a renewed CTFPHC. Such an organization with strong links to policy makers (and sustainable funding) would be ideally positioned to review evidence about prevention of mental health problems in children and to make recommendations. It is hoped that the Mental Health Commission of Canada (MHCC), which includes a Committee on Children and Youth, can take up the call for a renewed CTFPHC to prioritize the development of clinical prevention guidelines in the area of children's mental health. In the meantime, Canada must rely on such sources as the US Preventive Services Task Force, 11 and The Task Force on Community Preventive Services 12 for their interpretation of such evidence.
Waddell and colleagues 1 provide a useful public policy framework in which to consider prevention of children's mental health problems. They suggest that prevention of mental disorders needs to be considered alongside 3 other public policy goals: promotion of healthy development of all children; more effective treatment to reduce impairment; and monitoring to ensure appropriate use of public resources. It behooves all of us in the field of children's mental health to advocate for the MHCC making the mental health needs of children a priority.
As we await the decisions of policy makers, and the revitalization of the CTFPHC, the following 3-prong question should be addressed: What are the key features of successful programs; to what extent are these or similar programs being implemented in Canada, and what is being done to assess their effectiveness here? Research-policy partnerships have the potential to ensure that the scientific answers to these questions actually influence policy, and, in turn, the allocation of funds to prevention of children's mental health problems.
